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A Letter From The Surgeon Leneral

U.S. Department of Health and Human Services

Suicide is a serious public health problem. In 1996, the year for which
the most recent statistics are available, suicide was the ninth leading cause
of mortality in the United States, responsible for nearty 31,000 deaths. This
number is more than 50% higher than the number of homicides in the United
States in the same year (around 20,000 homicides in 1996).! Many fail to
realize that far more Americans die from suicide than from homicide. Each
year in the United States, approximately 500,000 people require emergency
room treatment as a result of attempted suicide.2 Suicidal behavior typically
occurs in the presence of mental or substance abuse disorders - illnesses that
impose their own direct suffering.>5 Suicide is an enormous trauma for
millions of Americans who experience the loss of someone close to them.6
The nation must address suicide as a significant public health problem and
put into place national strategies to prevent the loss of life and the suffering
suicide causes.

In 1996, the World Health Organization (WHO), recognizing the
growing problem of suicide worldwide, urged member nations to address
suicide. Its document, Prevention of Suicide: Guidelines for the Formulation
and Implementation of National Strategies7, motivated the creation of an
innovative public/private partnership to seek a national strategy for the
United States. This public/private partnership included agencies in the U.S.
Department of Health and Human Services, encompassing the Centers for
Disease Control and Prevention (CDC), the Health Resources and Services
Administration (HRSA), the Indian Health Service (IHS), the National
Institute of Mental Health (NIMH), the Office of the Surgeon General, and
the Substance Abuse and Mental Health Services Administration
(SAMHSA) and the Suicide Prevention Advocacy Network (SPAN), a
public grassroots advocacy organization made up of suicide survivors
(persons close to someone who completed suicide), attempters of suicide,
community activists, and health and mental health clinicians.

An outgrowth of this collaborative effort was a Jointly sponsored
national conference on suicide prevention convened in Reno, Nevada, in
October 1998. Conference participants included researchers, health and
mental health clinicians, policy makers, suicide survivors, and community
activists and leaders. They engaged in careful analysis of what is known and
unknown about suicide and its potential responsiveness to a public health
model emphasizing suicide prevention.



This Surgeon General’s Call To Action introduces a blueprint for
addressing suicide — Awareness, Intervention, and Methodology, or AIM —
an approach derived from the collaborative deliberations of the conference
participants. As a framework for suicide prevention, AIM includes 15 key
recommendations that were refined from consensus and evidence-based
findings presented at the Reno conference. Recognizing that mental and
substance abuse disorders confer the greatest risk for suicidal behavior, these
recommendations suggest an important approach to preventing suicide and
injuries from suicidal behavior by addressing the problems of undetected
and undertreated mental and substance abuse disorders in conjunction with
other public health approaches.

These recommendations and their supporting conceptual framework
are essential steps toward a comprehensive National Strategy for Suicide
Prevention. Other necessary elements will include constructive public
health policy, measurable overall objectives, ways to monitor and evaluate
progress toward these objectives, and provision of resources for groups and
agencies identified to carry out the recommendations. The nation needs to
move forward with these crucial recommendations and support continued
efforts to improve the scientific bases of suicide prevention.

Many people, from public health leaders and mental and substance
abuse disorder health experts to community advocates and suicide survivors,
worked together in developing and proposing AIM for the American public.
AIM and its recommendations chart a course for suicide prevention action
now as well as serve as the foundation for a more comprehensive National
Strategy for Suicide Prevention in the future. Together, they represent a
critical component of a broader initiative to improve the mental health of the
nation. I endorse the ongoing work necessary to complete a National
Strategy because I believe that such a coordinated and evidence-based
approach is the best way to use our resources to prevent suicide in America.

But even the most well-considered plan accomplishes nothing if it
is not implemented. To translate AIM into action, each of us, whether we
play a role at the federal, state, or local level, must turn these recommen-
dations into programs best suited for our own communities. We must act
now. We cannot change the past, but together we can shape a different future.

oI A

David Satcher, M.D., Ph.D.
Assistant Secretary for Health
and Surgeon General



Suicide as a Public Health Problem

On average, 85 Americans die from suicide each day. Although
more females attempt suicide than males, males are at least four times
more likely to die from suicide.l8 Firearms are the most common
means of suicide among men and women, accounting for 59% of all
suicide deaths.!

Over time, suicide rates for the general population have been
fairly stable in the United States.® Over the last two decades, the
suicide rate has declined from 12.1 per 100,000 in 1976 to 10.8 per
100,000 in 1996.1 However, the rates for various age, gender and
ethnic groups have changed substantially. Between 1952 and 1996, the
reported rates of suicide among adolescents and young adults nearly
tripled.!-!! From 1980 to 1996, the rate of suicide among persons aged
15-19 years increased by 14% and among persons aged 10-14 years by
100%. Among persons aged 15-19 years, firearms-related suicides
accounted for 96% of the increase in the rate of suicide since 1980. For
young people 15-24 years old, suicide is currently the third leading
cause of death, exceeded only by unintentional injury and homicide.!2
More teenagers and young adults die from suicide than from cancer,
heart disease, AIDS, birth defects, stroke, pneumonia and influenza,
and chronic lung disease combined. During the past decade, there have
also been dramatic and disturbing increases in reports of suicide
among children. Suicide is currently the fourth leading cause of death
among children between the ages of 10 and 14 years. 10

Suicide remains a serious public health problem at the other end
of the age spectrum, too. Suicide rates increase with age and are high-
est among white American males aged 65 years and older. Older adult
suicide victims, when compared to younger suicide victims, are more
likely to have lived alone, have been widowed, and to have had a
physical illness.!3.14 They are also more likely to have visited a health
care professional shortly before their suicide and thus represent a
missed opportunity for intervention.!s

Other population groups in this country have specific suicide
prevention needs as well. Many communities of Native Americans and
Alaskan Natives long have had elevated suicide rates.!6.17 Between
1980 and 1996, the rate of suicide among African American males
aged 15-19 years increased 105% and almost 100% of the increase in
this group is attributable to the use of firearms.!8























































